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ACC NEWS 
The environment of medicine is changing so rapidly that it 
is difficult to keep up with the pace of the changes. One 
example of this is legislation pending before Congress on 
the funding of graduate medical education. It is estimated 
that it costs $9 billion for graduate level training in the 
health professions. About 70% of this total goes for phy-
sician training. Three fourths of this total comes from patient 
revenues, one tenth from Medicaid and one third from Med-
icare. Currently, Medicare spends $1. 3 billion on direct 
costs of graduate education and $1.4 billion for indirect 
costs, such as additional tests ordered. Before 1983, Med-
icare paid for in-patient hospital services, including graduate 
medical education, on a reasonable but retrospective cost 
basis. Now that we have a prospective payment system in 
place (diagnosis-related groups [DRGs]), the issue of how 
to fund graduate medical education has been raised. The 
Department of Health and Human Services, therefore, has 
been asked to prepare recommendations to Congress for the 
handling of graduate medical education under this prospec-
tive payment system. 
I believe that all of us would concur that graduate medical 
education (that is, residency and fellowship training) is an 
integral part of the education of high quality physicians and 
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an essential ingredient in providing the best possible health 
care for the nation. Because education and patient care are 
so closely related, it seems appropriate that patient care 
revenues continue to be a major source of funding for this 
kind of training. It is appreciated that there are many other 
sources for funding graduate medical education, including 
the Veterans Administration (17% of funds for residents and 
13% of funds for clinical fellows), state and local govern-
ments and other sources. Nevertheless, it is clear that a 
dramatic change in how graduate medical education is funded 
will have a ripple effect that may forever alter the number, 
distribution and quality of residents and fellows. 
Pending legislation affecting subspecialty training. 
Senators Durenberger, Dole and Bentsen have one of the 
leading bills in this area. It includes 1) freezing graduate 
medical education payments for 1986 at 198411985 levels; 
2) no funding in 198711988 from Medicare for residency 
positions for graduates of foreign medical schools; 3) fund-
ing for residency positions for primary board eligibility up 
to 5 years; and 4) judgment of board requirements on this 
basis as of January 1, 1985. In other words, there would 
be no funds for cardiology fellows, since this is additional 
SUbspecialty training after 3 years of internal medicine train-
ing. Furthermore, even if the boards considered additional 
training desirable, the government would not change the 
number of years of funding since it would consider only the 
board requirements as of January I, 1985. There is no ques-
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tion that the intent of this bill is to maintain both the training 
and the numbers of those in primary care specialties and to 
reduce greatly the number of those receiving subspecialty 
training. 
This issue is clearly being played out in an area much 
larger than that of the American College of Cardiology. The 
Association of Professors of Medicine has suggested that 
support from patient care reimbursement mechanisms for 
one additional year of training should be continued in sub-
specialties and should be restricted to graduates of LCME 
accredited medical schools. The American College of Phy-
sicians has released a statement emphasizing the importance 
of continuing public funding for appropriate graduate med-
ical education. They have indicated that questions such as 
the size of undergraduate medical school enrollments, the 
number of graduate medical education positions and the 
number of foreign medical school graduates entering the 
United States must all be carefully evah.\ated in any policy 
decisions. They have further emphasized that the funding 
of graduate medical education must be considered in any 
discussion of issues of physician reimbursement. 
After discussing this issue with the aides of several of 
the legislators involved in this process, I am convinced that 
there are likely to be some serious limitations for funding 
of subspecialty training, including cardiology fellowships, 
no matter what forces are brought to bear. 
Cardiology and Medicare. It should be clear to all of 
us that cardiology does have some special relation to the 
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Medicare patient. Dr. Tom Ryan, president of the American 
Heart Association, and I sent a letter to appropriate legis-
lators pointing out several things about cardiology. The 
aging population and the predominance of cardiovascular 
disease in the elderly have led cardiologists to take a more 
important role in the care of these patients. For example, 
in 1980 about half of all deaths in people aged 65 to 74 
years were caused by cardiovascular disease. In people 75 
to 84, the percent of deaths rose to about 60%, and in people 
over 85 the incidence of deaths due to cardiovascular disease 
was about 70%. A recent Robert Wood Johnson Foundation 
study showed that 41 % of the patients seen by a sampling 
of cardiologists were more than 65 years of age, and another 
25% were between 55 and 64. Certainly, it does not appear 
sensible for Medicare funding to have a primary role in the 
funding of pediatricians or obstetricians and gynecologists 
since the age group involved is not appropriate to the Medi-
care population. We urged caution and restraint in any 
change in the system which might greatly disrupt the number 
of subspecialty physicians, particularly cardiologists, avail-
able to care for the aging Medicare population. 
As you can sense from this discussion, these changes are 
occurring very rapidly and the questions that arise from them 
are likely to be decided before this "President's Page" is 
published. They emphasize, however, the importance of 
members of the College becoming involved in these issues, 
which will substantially affect future patterns of training 
in cardiovascular medicine. 
